Dear Sir:

Doherty and others suggest that our evaluation of the impact of the integrated Community Case Management of childhood illness (iCCM) in Malawi did not take into account spatial variations in exposure to iCCM within districts, thereby diluting the measured impact.[@R1] We find this critique unfounded given the purpose of our evaluation.

The iCCM strategy as implemented by the Ministry of Health and partners in Malawi aimed to improve intervention coverage and reduce under-five mortality among all children. Central components of the strategy were to complement existing facility-based health services with trained community health workers in district-defined "hard-to-reach areas" (HTRAs), while simultaneously strengthening the quality of facility-based child health care, referral, commodities distribution, and supervision. An evaluation focused only on the effects of deploying community-based workers would miss the potential contribution of these broader health system interventions, as well as any negative side effects of the iCCM strategy such as the displacement of program effort from easily accessible areas to HTRAs. The appropriate unit of analysis for the evaluation is therefore the district, with all under-five children included in the analysis.

In addition, Doherty and others\' recommendations for alternative evaluation designs are flawed, and suggest an unfamiliarity with the realities of large-scale evaluations. Their suggestion to stratify the analysis by a measure of spatial exposure such as distance from a household to a health surveillance assistant (HSA) or to estimate a ratio of HSAs per population in a specified area ignores the fact that neither these data nor geospatial boundaries of district-defined HTRAs is available in Malawi. Our evaluation did examine the effects of iCCM among rural populations and the poorest 20%, and found no substantial change in care seeking over time (see Figure 3 and Supplemental Webannex 1, Part 8 in the article).

The authors of the letter also suggest that using change in care seeking from HSAs as the dependent variable would produce "more accurate results" relative to the measure of overall care seeking used in our evaluation. We not only report these results (an increase in care seeking from iCCM-HSAs from 2% to 10% during the implementation period), but also document that this increase was largely as a result of mothers changing their source of care from a fixed health facility to an iCCM HSA. Limiting the analysis to those seeking care from HSAs would miss this replacement effect and also produce unstable results due to small sample sizes.

We agree that it would be preferable to use correct treatment rather than care seeking as an intermediate measure. Unfortunately, there is now convincing evidence that household surveys cannot produce accurate measures of treatment of childhood pneumonia, and care seeking provides the best available measure until new methods are developed and tested.[@R2]--[@R4]

In sum, an evaluation approach that defines exposure at HTRAs level would not measure the impact of roll-out of the iCCM at population level in districts or nationally. Such approach would answer a different and much more limited question---that is, what are the effects of iCCM in HTRAs as compared with non-HTRAs? Although answering this question might demonstrate the effectiveness of iCCM as a stand-alone service delivery approach, it does not provide a test of the full program strategy and Malawi\'s intent to reduce child mortality at district and national levels.

Our rigorous approach has provided important evidence to the government of Malawi that they are using to revise and strengthen implementation of iCCM strategy in the context of their overall child survival strategy. Doherty and others\' concern that the evaluation results may lead to reductions in funding for iCCM and demotivation of program managers is unjustified and inappropriate, implying that the reporting of evaluation results should be tempered to reinforce the status quo.
